Background: The European population is aging. The main drivers of public spending on health care for people of 65 years and older are hospital admission and admission to long-term care facilities. High quality community care can be a cost-effective and quality solution to respond to the impact of ageing populations on health-care systems. It is unclear how well countries are equipped to provide affordable and quality community care. The aim of this article is to describe and compare community care delivery with care-dependent older people in Europe. Methods: This study is conducted within the European Union-financed IBenC project [Identifying best practices for care-dependent elderly by Benchmarking Costs and outcomes of community care (FP7)] in which six European countries are involved. To compare the community care delivery with care-dependent older people in these countries, we performed a systematic comparison of macro indicators using metadata complemented with data from multinational surveys. Results: Data on the following dimensions are described and compared: population of the country, governmental expenditures on health, sources of community health services funding, governmental vision and regulation on community care, community care organisations and care professionals, eligibility criteria for and equity in receiving care and the involvement of informal care. Conclusion: Because of the variations in the European community care contexts, the growing demand for community care as a cost-effective and quality solution to the care burden of aging populations will have country-specific impacts. When learning from other countries' best practices, in addition to researchers, policy makers should take full account of local and national care contexts.
Introduction
T he European population is ageing. The average population of 65 years and older will increase from 16% in 2010 to 27.8% in 2050. 1 Consequently, by 2050, one out of five people in Iceland and up to one out of three people in Germany and Italy will be 65 years or older. 1 Associated with this, the number of frail and disabled older people who need long-term care will increase. [2] [3] [4] In most Organisation for Economic Co-operation and Development countries, four out of five long-term care users are over 65 years. 4 In order to serve the large number of older people in the future, European health-care policy makers are looking for sustainable ways to organise health care. Currently, 40% of public spending on health care is for people of 65 years and older, 4, 5 with hospital admission and admission to long-term care facilities as the main cost drivers. 6, 7 Part of these admissions is premature or unnecessary. The admissions could be postponed, or even avoided, by providing high quality care to people in their own home. In this way, high quality community care for older people, including medical and social services, could be a cost-effective solution in comparison with institutionalisation, with a positive effect on people's wish for autonomy and on the sustainability of European health-care systems. Moreover, the sustainability of health-care systems is high on the European agenda. 8 In Europe, between 50% and 75% of all formal long-term care is provided in the community. 4 There is a large variation in funding, organisation and delivery of community-based care. [9] [10] [11] [12] These variations can be expected to have an impact on the extent to which community care is a cost-effective and quality solution to the care burden of ageing populations. By describing and comparing countries' community care organisation, we may identify and learn from best practices.
The aim of this article is to compare the context, regulations and conditions for community care delivery for care-dependent older people in six European countries in order to provide more insight into existing differences in community care organisation in Europe and the populations they address.
Methods
This study was conducted within the IBenC project [Identifying best practices for care-dependent elderly by Benchmarking Costs and outcomes of community care (FP7)]. 13 Since the IBenC project aims to collect data of European community-dwelling older people by means of the interRAI instruments, we included community care organisations from European countries where the interRAI Home Care instrument is known to be implemented. 13 In this way this review was therefore focused on the following six European countries: Belgium, Finland, Germany, Iceland, Italy and the Netherlands. Home care or community care is defined as 'care provided at home by social and health-care professionals'. 13 Care is defined as 'domestic aid services, personal care and supportive, technical and rehabilitative nursing'. The three subgroups are described below.
Nursing care: Activities of nurses that are of a technical, medical, supportive or rehabilitative nature. Personal care: Providing assistance with activities of daily living (ADL) such as dressing, feeding, getting in or out of bed, washing and toileting. Domestic care: Help with instrumental ADL, such as shopping, food preparation, housekeeping, transportation, taking medication and financial administration.
To compare the community care delivery for care-dependent older people in six European countries, we performed a systematic comparison of macro indicators using metadata complemented with data from multinational surveys that cover the period of 2011-13.
In the first step, we examined the dimensions that are important to describe and compare the community care delivery in Europe. Therefore we used two recent literature reviews on community care in Europe, 10, 14 an international comparative study to explain governmental involvement in community care across Europe, 15 the EurHOMap study in which the community care systems were described [16] [17] [18] [19] [20] [21] [22] and an additional paper on the contribution of primary care to health systems and health. 23 In the second step, we collected, complemented and summarised metadata on the different dimensions and macro indicators based on recently conducted European studies aimed at health-care policy.
In the third step, country-specific descriptions and macro indicators on community care delivery were prepared and were subsequently checked by an academic expert in each of the countries. Principal investigators from the participating IBenC countries checked if the information was correct, sufficiently detailed and up to date.
Finally, we compared the country-specific dimensions of the community care across the six countries.
Results
Based on the literature consulted during the first step, 10,14-23 we distinguished the following dimensions to describe community care delivery on a macro level:
(1) Population of the country (2) Governmental expenditures (3) Sources of community health services funding (4) Governmental vision on community care (5) Governmental regulation on the organisation of community care (6) Provision of community care: organisations and professionals (7) Eligibility criteria for and equity in receiving care (8) Involvement of informal care
In the following paragraphs we describe the results per dimension. Table 1 shows that, compared with the other countries, Germany has the highest number of inhabitants (80 523 746), the second highest old-age dependency ratio (31.2), but the lowest percentage of the population who receive professional long-term care at home (0.7%). 16, 19, 24 Iceland has the lowest number of inhabitants (321 857), has an extremely low population density (3.2 inhabitants/km 2 ) and counts the lowest old-age dependency ratio (18.9). 16, 22, 24 Finland also has a low population density (17.7 inhabitants/ km 2 ). 24 There are twice as many inhabitants in Belgium than in Finland (11 161 642 vs. 5 426 674) and the population density in Belgium is 20 times higher (364.4 inhabitants/km 2 ). 24 Notwithstanding, both countries have about the same old-age dependency ratio (26.4 and 27.7) and the same percentage of persons who receive long-term care at home (1.4% and 1.3%). 17, 21, 24 The Netherlands is extremely densely populated (494.5 inhabitants/km 2 ). 18, 24 Compared with the other countries and the European average (27.7), the Netherlands counts a low old-age dependency ratio (24.4) but has the highest percentage of the population who receive long-term care at home (4.8%). 16, 18, 24 Italy has the highest old-age dependency ratio (31.6) but has the second lowest percentage of the population who receive long-term care at home (1%). 16, 20, 24 The EurHOMap study [17] [18] [19] [20] [21] [22] shows that 81% (Italy and the Netherlands) to 90% (Belgium and Finland) of the persons who receive long-term care at home are 65 years or older. Figure 1 shows that the Netherlands have the highest government expenditures on health (8.5% of the Gross Domestic Product (GDP)) and on long-term care (= home and institutional care, 3.8% of the GDP). Both expenditures are also higher than the European averages (7.3% and 1.8%, respectively). Nevertheless, the This includes the 'regular clients' with long-term care in Finland. In the official statistics only those (i) with a care plan and (ii) with a visit minimum once a week are calculated as regular clients.
Population
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European Journal of Public Health governmental expenditures on long-term home care are at the same level as the European average (0.5% of the GDP). Only Finland and Belgium have higher governmental expenditures on long-term home care compared with the European average (0.7% and 0.6%, respectively). Germany is the only country that scores lower than the European average on the three kinds of governmental expenditures (7.0%, 1.4% and 0.4%).
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Sources of community health services funding
The main sources of long-term care health services funding are public insurances, taxations and client co-payments (supplementary appendix). In Iceland, Finland and Italy, the health services are mainly funded through national or municipal taxation, [20] [21] [22] while in the Netherlands and Germany this is primarily through obligatory public insurances. 18, 19 The Belgian financing depends on the type of care. Care provided by nurses is mainly funded by public insurances, while family care (which includes personal and domestic care) is mainly funded by community taxation. 17 Client co-payment is a source of funding in all countries. [17] [18] [19] [20] [21] [22] Mostly the client co-payment is means-tested but in Finland, the co-payment levels depend on the policy of local authorities and thus differ according to where one lives. 21 In Italy and Belgium, in certain situations, such as home nursing for frail older people, co-payment is not needed. 17, 20 In Germany, only part of the needed care is covered. Clients can opt to co-pay for more care, but can also choose simply to receive less care.
Governmental vision on community care
The EurHOMap project 16 reports on governmental visions on community care in country-specific community care descriptions. [17] [18] [19] [20] [21] [22] From the different visions, we can extract five aspects (supplementary appendix). All six countries stress the importance of integrated care. [17] [18] [19] [20] [21] [22] 32, 33 The importance of facilitating older persons to stay at home as long as possible is stressed in all countries, except for Italy. [17] [18] [19] [20] [21] [22] 32, 33 Only Iceland and Italy do not mention the importance of high quality of care in their vision on community care. [17] [18] [19] [20] [21] [22] 32, 33 In addition, two countries stress the importance of affordable formal care (Belgium and the Netherlands) and the importance of supporting informal care (Belgium and Germany). [17] [18] [19] The Italian law does not mention the importance of supporting informal care, but stresses the importance of preventing social isolation of older people. 20 
Governmental regulation on the regulation of community care
In all countries, the regulation of nursing care and domestic care is decentralised. Finland seems to have the most decentralised regulation, since municipalities are primarily responsible for home care 21 (Finland consisted of 320 municipalities in 2013). In Germany, the government determines the legal framework for nursing and personal care. At the same time, the health-care insurance funds play an extremely powerful role. The operative responsibility of community care is located on the level of federal states and municipalities. The regulation of home care in Belgium and the Netherlands is controlled by two different instances. In Belgium, nursing care is a federal responsibility, while domestic care is mainly a community responsibility. 17 In the Netherlands, the government has the prime responsibility for home nursing, while the essential actors for domestic care are the municipalities. 18 Italy and Iceland seem to have the least decentralised community care regulation. The responsibilities of home nursing and domestic care are spread over two governmental departments. 20, 22 However, home nursing and social care services in Iceland are increasingly managed by the municipalities. 22 The definition of nursing care differs over the countries. In all countries, the purpose of nursing care is the provision of technical nursing activities. Nevertheless, nursing care also includes personal care such as washing, toileting and dressing in Belgium. 17 In Germany and Finland, nurses also provide personal care, but in Germany this type of care is defined as 'domestic long-term ). n/a = information is not available
Provision of community care
Organisations With the exception of Germany, in most countries the majority of community care organisations is not-for-profit organisations. In Germany, about 63% of the organisations are private for-profit organisations. 19 However, the share of private for-profit organisations is also growing in the other countries. In Belgium, it is estimated that half of the nursing care is already provided by selfemployed or independent nurses. 17 In Finland, private services and partnerships among public, private and third sectors are accepted as a solution for the increasing demand for care. 21 In the Netherlands, the share of commercial agencies is also growing, but there also is a revival of neighbourhood-centred home care services with smallscale autonomous professional teams. 18 Only in Iceland and Italy, are there few private organisations. 20, 22 Moreover, in Italy, the private care organisations are a part of an informal market and often fall outside the public regulations. 20 
Care professionals
As shown in figure 2 , compared with other European countries, Belgium and the Netherlands score just below the average of 3.2 physicians per 1000 inhabitants (respectively 2.9 and 3.0). 28 The other countries score above the European average, with Italy on top with 4.1 physicians per 1000 inhabitants. Belgium however does have the most general practitioners (GPs) and the most nurses per 1000 inhabitants (respectively 1.1 and 15.4) . Iceland has the lowest number of GPs, but does have a high number of nurses (0.6 and 14.8 per 1000 inhabitants). With 6.3 nurses per 1000 inhabitants, Italy is the only country that scores below European average (8.7 nurses per 1000 inhabitants). There is a large variation in the number of active care professionals. The number of active care professionals in Finland and the Netherlands is about three times higher than in Italy and Belgium (25.2 and 18.4 care professionals per 1000 inhabitants vs. 7.7 and 6.9. respectively). Professionally active caring personnel includes caring personnel professionally active in care and other caring personnel for whom their education is a prerequisite for the execution of the job. Caring personnel active in care includes both health-care assistants (nursing aide, patients care assistant, psychiatric aide, foreign health-care assistants practicing in the country) in institutions and home-based personal care workers (home care aide, nursing aide, personal care provider and foreign personal care workers practicing in the country). Other caring personnel includes caring personnel working in administration, management, research and in other post exclude direct contact with patients. . In Germany and Iceland, the data refer to active nurses active in health care, those providing care directly to patients. In the Netherlands and Italy, the data refer to professionally active nurses. They include nurses active in health care plus other nurses working in the health sector as managers, educators, researchers and so on (adding another 5-10% of nurses). In Belgium, the data refer to all nurses who are licensed to practice. The OECD average counts 8.7 nurses per 1000 inhabitants. (c) From OECD Health Data 2013, based on data from 2011. The data for Finland are derived from the Finnish Medical Association (http://www.laakariliitto.fi/tutkimus/laakarityovoima/) in 2013. In Belgium, Germany, Iceland and Italy, the data refer to practicing physicians. Practicing physicians are defined as those providing care directly to patients. In the Netherlands, the data refer to professionally active physicians. They include active physicians plus other physicians working in the health sector as managers, educators, researchers and so on (adding another 5-10% of doctors). n/a = information is not available; OECD = Organisation for Economic Co-operation and Development
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Eligibility for and equity in receiving community care
Nursing care
To receive home nursing care, the eligibility in all countries is needstested. Italy and the Netherlands also assess the availability of informal caregivers as eligibility criteria. 18, 20 The assessments in the Netherlands are based on more criteria related to seven domains: (i) the general health status, (ii) the limitations in functioning as a consequence of the disease/handicap, (iii) the home and living environment, (iv) the psychological and physical functioning, (v) the social circumstances, (vi) the amount and duration of currently offered care and (vii) the best suitable client profile. 18 In Belgium, Germany, Italy and the Netherlands, uniform criteria are used, [17] [18] [19] [20] while the needs assessments are subjective in Iceland. 22 In Finland, the municipalities are free to decide about eligibility for community care. 21 To be eligible for technical nursing care a prescription by a physician is required in all countries. [17] [18] [19] [20] [21] [22] Personal and domestic care
Eligibility criteria for personal and domestic care are mostly independent of income, except in Italy where home help is also meanstested. 20 In the Netherlands and Belgium, the personal situation of the older person, such as the availability of informal care, is taken into account in the decision to allocate personal or domestic care. 17, 18 Only in Italy is a GP's assessment certificate needed for personal and domestic care. 20 
Equity in receiving care
The ANCIEN project 29, 30 focused on two key concepts of equity: (i) horizontal equity, which requires the equal treatment of individuals who are alike and (ii) vertical equity, which requires different treatment of individuals who are different. Two types of equity were analysed: equity of revenue raising and equity of resource allocation. Revenue raising takes into account how resources are raised for funding care. The two key aspects of the revenue-raising system, 'degree of risk pooling and coverage' and 'progressive', impact the potential for the care system to be more or less equitable. Equity of resource allocation is subdivided into 'equity of access' and 'equity in levels and mix of services relative to needs'. 29, 30 Both Belgium and Germany score high in terms of horizontal equity but low in terms of vertical equity. 29, 30 So people with the same level of need are able to access the home care system in the same way and to obtain the same care. However, people with a higher level of need will not access the home care system easier and will not necessarily receive more care. An individual assessment of care needs is used to access care in the Netherlands (see Section 1.7.1) which also has the effect that the Netherlands score high in terms of equity. 29, 30 The ANCIEN project concludes that there is a low equity of access in Italy and Finland. 29, 30 In Italy, the access to care is needs-tested, means-tested and also the availability of informal caregivers is taken into account. In Finland, the multidisciplinary assessment of care needs is legislation based since 1 July 2013. However, the law does not define the assessment tools and municipalities are free to decide about eligibility for community care. 22 In this way, there are no mechanisms to guarantee that people with same level of needs will access the home care systems in Finland or Italy. 29, 30 Informal care
The long-term (home) care system in Belgium, Finland and Germany is characterised by high informal care use and high informal care support. 29, 30 Also in the Netherland there is a high informal care support but with a low informal care use. 29, 30 The informal care support mainly consists of cash benefits and respite care. [17] [18] [19] 21 Additionally, informal caregivers can receive training in Belgium and Germany, e.g. in caregiving for persons with dementia, and in Belgium, Germany and Finland they can take a career break compensated with a financial contribution. 17, 19, 21 Iceland is known as a country with low informal care use and low informal care support. Financial compensation may only be available when a spouse loses income as a result of quitting fulltime employment to provide care at home. 22 According to the ANCIEN project, 29, 30 Italians have to rely on informal carers but with little informal care support. This is somewhat inconsistent with the description of the Italian home care system in the EurHOMap study wherein it is stated that the following support measures for informal caregivers are possible: payment by the clients through care allowances; support for working caregivers in terms of flexible working times, paid or unpaid care leaves; a deduction in income taxation; day centres for the clients; self-help groups for the informal carers and respite care. 20 
Discussion and conclusion
Germany and Italy have the highest old-age dependency ratio, along with the lowest percentage of the population that receives long-term home care. Both countries also have the lowest governmental expenditures on long-term care at home. The Netherlands, on the contrary, have a rather low old-age dependency ratio, but a percentage of clients who receive long-term care at home nearly five times higher than in the other countries. The governmental expenditures for long-term home care are the highest in Finland and Belgium. Nevertheless, in all countries, only a small part of the governmental expenditures on health is spent on long-term home care, the largest part being spent on acute care. If high quality community care for older people could be a cost-effective solution, and taking into account the fact that governments promote community care, we may expect a future shift in the distribution of funding between health-care sectors. To facilitate high quality community care, governmental expenditures should shift from acute to long-term care, and specifically to long-term care at home. Public insurances, taxations and co-payment are main sources of community care funding. Thus, the funds for long-term home care can be increased in different ways and with different combinations of types of funding.
However, it is also important that home care remains affordable for everyone. The availability of informal care plays a very important role in this. 31 So along with the growing demand for home care, there will also be a growing demand for informal care. A need for higher informal care use will probably also have an impact on policy regarding informal care support. Appropriate support of informal caregivers encompasses helping the older person and the carers. According to the ANCIEN project, 29, 30 the informal care support is already high in Belgium, Finland, Germany and the Netherlands. At the moment, only Belgium and Germany stress the importance of supporting informal care in their policy on community care. Depending on the actual situation, more investment will be needed in either formal care or support for informal caregivers. On the one hand, the growing demand for home care may for example force Iceland, where the use and support of informal care is low, to invest in more informal care support. Informal care use could be promoted more in countries by supporting this type of care with benefits and incentives in nature, like informal carer training programmes and by strengthening social networks around clients. On the other hand, Italy will rather have to invest in more formal care, since older persons in that country have to rely on informal care with some informal care support and a lower number of nurses and professionally active caring personnel compared with the other countries.
The investment in more affordable community care could also have an impact on the job description of nurses. After all, qualified nurses in Belgium, Germany and Finland provide personal care such as washing, toileting and dressing, while providing personal care can also be considered as a task of home health aides or of informal carers.
This review provides an overview on the differences and similarities of community care delivery for care-dependent older people in six European countries. The results should be interpreted bearing in mind the study's limitations. First, since this study is conducted within the IBenC project, we focused on the community care in the six European countries which are involved in the IBenC project. These countries all are Western European. A second limitation concerns the comparability of the data. Since there are no standardised ways of collecting data in the different countries and since there are many different legislations, not all data are available for all countries and not all data were collected in the same way.
Despite these limitations, this article offers a framework of important macro-level issues that may help understanding the community care context. This framework could be of help for researchers and policymakers to define country-specific solutions for community care for older people. However, further research is needed to identify best practices of community care for older people.
Supplementary data
Supplementary data are available at EURPUB online.
Acknowledgements
This study was conducted within the IBenC project (Identifying best practices for care-dependent elderly by Benchmarking Costs and outcomes of community care (FP7, grant no. 305912). The IBenC project was supported by the Seventh Framework Programme (CORDIS FP7) of the European Commission, 30 HEALTH (FP7-HEALTH-2012). The contents of this article reflect only the authors' views and the European Commission is not liable for any use that may be made of the information contained therein.
Conflicts of interest: None declared.
Key points
Since the European population is ageing and since most of the governmental expenditures on health are spent on acute care, high quality community care for older people could be a cost-effective solution. This article compares the community care deliveries at the macro level in six European countries with regard to the population of the country, governmental expenditures, sources of community health services funding, governmental vision on community care, governmental regulation on the organisation of community care, provision of community care, eligibility criteria for and equity in receiving care and involvement of informal care. Country-specific impacts because of the growing demands on home care for frail older people are discussed.
